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ABSTRACT
Adverse childhood experiences (ACEs) are present in approximately 60% of the adult
population in the United States. There is a correlation between adverse childhood
experiences and chronic health conditions as adults. Despite the evidence showing this
correlation, there is a lack of screening for ACEs in the primary care setting. Many
primary care providers and staff are unaware of ACEs or the correlation with chronic
health conditions and substance abuse and, therefore, do not understand how to or
recognize the benefits of screening in primary care. With education for providers and
staff, primary care is the ideal setting to perform screenings for ACEs. Identifying a
patient with a high ACEs score can improve patient outcomes for chronic health
conditions or substance abuse. After identifying a patient with a high ACEs score,
appropriate interventions can be implemented and appropriate referrals can be made to
mental health for counseling and treatment.
Keywords: adverse childhood experiences, chronic illness, chronic disease, primary care,
substance abuse, abuse, childhood trauma
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Increasing Staff Awareness and Screening Practices for Adverse Childhood Experiences
at a Primary Care Clinic
Introduction
Adverse childhood experiences (ACEs) include child abuse, neglect, and a wide
variety of dysfunction in the family unit or household (Clements-Nolle et al., 2018). With
approximately 60% of the adult population in the United States being affected by ACEs,
this serious problem influences the health and well-being of adults (Sonu, Post, &
Feinglass, 2019). More than half of the adult population in the United States has a
chronic disease, and about one-third of the adult population in the United States has at
least three chronic diseases (Merrick, Ford, Ports, & Guinn, 2018). It is the healthcare
providers’ responsibility to understand chronic disease, the factors and situations that
contribute to chronic disease, and the alleviating factors and treatment for chronic disease
(Aponte, 2017).
Background
Adults who experienced physical abuse, emotional abuse, sexual abuse, neglect,
or household dysfunction as children are more likely to develop chronic disease due to
poor health habits, high-risk behaviors, and physiological changes during development
(Shafer, 2017). The 10 categories encompassed in ACEs are physical abuse, sexual
abuse, verbal abuse, physical neglect, emotional neglect, immediate family member
diagnosed with mental illness, immediate family member with a substance abuse
disorder, immediate family member who is in prison, being a witness to physical abuse
within the home, and losing a parent to separation, divorce, or death. Trauma during
development as a child can affect the brain and nervous system in a serious way leading
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to chronic disease, mental illness, and substance abuse (Resilient Child Fund, 2016).
Healthcare providers and staff have an opportunity to facilitate change and improve
patient outcomes by screening for ACEs in their practices. Although there is
overwhelming evidence that there is a direct correlation between chronic disease and
ACEs, there is little screening for ACEs being done in primary care (Maunder, Hunter,
Tannenbaum, Le, & Lay, 2020). There is a lack of education for providers and staff on
the importance and significance of ACEs leading to a lack of screening (Aponte, 2017).
Problem Statement
This practice improvement project strove to answer the following question:
among primary care providers and support staff, does ACEs training combined with a
clinical decision tool compared to no training increase provider and support staff
knowledge about ACEs and intent to incorporate ACEs screenings in a primary care
setting?
Organization Description of Project Site
The project site was a primary care clinic that also functions as an urgent care
clinic in rural Alabama. All ages are seen at this clinic, from newborn to geriatric. This
clinic serves a variety of patients with different insurances, chronic diseases, ethnicities,
backgrounds, and education levels. Because the clinic is open twelve hours a day, seven
days a week, there are a number of nurse practitioners and physicians who treat patients,
medical assistants and nurses who triage and care for patients, and administrative staff
who handle daily operations of the clinic. The clinic is typically staffed by three nurse
practitioners, three medical doctors, one licensed practical nurse, six medical assistants,
and 10 administrative staff who rotate shifts to provide care and assistance for patients.

2

Review of Literature
PubMed database, CINAHL database, and EBSCO database were searched using
the following keywords: adverse childhood experiences, chronic disease, substance
abuse, chronic illness, primary care, awareness of adverse childhood experiences, training
for adverse childhood experiences, impact of childhood experiences, and screening for
adverse childhood experiences. Articles published between 2015 and 2020 were included
in the search. Articles were included based on their specific application to ACEs,
childhood abuse, substance abuse, chronic disease, and primary care. The literature
shows the correlation between adverse childhood experiences (ACEs) and chronic
diseases and substance abuse. Four emerging themes were identified after the review of
literature: impact of ACEs, lack of awareness about ACEs, lack of training about ACES,
and lack of screening for ACEs.
Impact of ACEs
ACEs affect approximately 60% of the adult population in the United States.
Chronic disease and substance abuse affect at least half of the adult population in the
United States. About 33% of the adult population in the United States has at least three
chronic diseases. There is a strong correlation between adverse childhood experiences
and health disparities. Individuals who have experienced adverse childhood experiences
are more likely to experience chronic disease, mental health problems, and substance
abuse. These chronic health conditions often lead to reduced quality of life and premature
death. During childhood development, the nervous, endocrine, and immune systems are
all intricately forming. Repeated exposure to trauma during this time causes impaired
development, leading to reduced cognitive, social, and emotional function, as well as,
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reduced physiologic development. Chronic disease, substance abuse, and mental health
disorders can not only arise due to the disruption in physiological development, but also
because of cognitive and emotional behaviors that lead to poor health habits (Aponte,
2017; Popp, Geisthardt, & Bumpus, 2020; Chandler, Kalmakis, & Murtha, 2018;
Soleimanpour, Geierstanger, & Brindis, 2017; Metzler, Merrick, Klevens, Ports, & Ford,
2017; Hughes et al., 2017).
Lack of Awareness
Although there is extensive research about the correlation between ACEs and
chronic disease and the importance of screening for ACEs, many providers and staff do
not know about ACEs. Without awareness of ACEs, providers and staff will not know the
importance of ACEs, the link between chronic health disparities and ACEs, and how to
appropriately screen and treat patients with high ACEs scores (Aponte, 2017; Popp et al.,
2020; Tink, Tink, Turin & Kelly, 2017).
Lack of Training and Lack of Screening
Lack of training for ACEs is due to lack of awareness about ACEs, resistance to
the subject due to sensitivity, and lack of training opportunities. Personal bias or past
experiences have been shown to correlate with providers not seeking opportunities for
training. Lack of screening for ACEs is due to lack of awareness of ACEs, lack of
training about ACEs, providers’ personal bias towards ACEs, and perceived lack of time
during visits to screen for ACEs (Maunder et al., 2020; Aponte, 2017; Glowa, Olson, &
Johnson, 2016; Popp et al., 2020; Soleimanpour et al., 2017; Bodendorfer et al., 2019).
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Recommendations for Screening in Adults
All adult patients should be screened for ACEs once in their lifetime (Schulman
& Maul, 2020). Some patients are more at-risk for ACE-related health conditions and
should be screened with priority. Patients with physical diseases such as cardiovascular
disease, tachycardia, history of stroke, chronic obstructive pulmonary disease (COPD),
asthma, diabetes, obesity, hepatitis, cancer, arthritis, sexually transmitted disease,
memory impairment, kidney disease, headaches, chronic pain, skeletal fracture,
fibromyalgia, and physical disability should be screened for ACEs with priority. Patients
with mental health disorders such as depression, attempted suicide, suicidal ideation,
sleep disturbances, anxiety, panic disorders, and post-traumatic stress disorder (PTSD)
should also be screened for ACEs with priority. In addition to physical and mental
diseases, a patient with illicit drug use, alcohol use, tobacco use, history of teen
pregnancy, intimate partner violence, sexual assault, or history of violence should be
screened for ACEs with priority (Maunder et al., 2019; Maunder et al., 2020).
Screening for ACEs should be conducted by the medical doctor, nurse
practitioner, physician’s assistant, social worker, or community health worker. The
instructions and purpose of the ACEs questionnaire (Wheeler, 2018) should be
thoroughly explained to the patient by the individual administering the questionnaire. The
ACEs questionnaire can be conducted verbally with the patient, or the patient can take a
written questionnaire. After the questionnaire is completed, the questionnaire should be
tallied to determine the score. A score of four or higher is considered a high ACEs score.
Experts recommend a patient with an ACEs score of four or more should have a more indepth interview completed and be referred to mental health and other appropriate
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channels, depending on the patient’s needs (Schulman & Maul, 2020). Screening for
ACEs has the potential to positively impact patient health outcomes and reduce chronic
disease, substance abuse disorders, and mental health disorders (ACES Aware, 2020;
Schulman & Maul, 2020; Aponte, 2017; Merrick et al., 2019).
Theoretical Framework
The theory that best addressed this Doctorate of Nursing Practice (DNP) project
and PICOT question was Lewin’s Change Theory, or the unfreezing-change-refreeze
model (Lewin, 1936). There are three main components within the unfreezing-changerefreeze model: driving forces, restraining forces, and equilibrium. Driving forces are
what cause a change to occur. These forces disrupt the normal habitual actions and push
towards change. Restraining forces are the counter forces to driving forces. These forces
propel the participant in the opposite direction that the driving forces are propelling the
participant. Equilibrium is when driving forces and restraining forces are pushing against
each other, leading to no change. Driving forces, restraining forces, and equilibrium all
affect each of the three stages of the Change Theory (Visual Paradigm, 2020) (see
Appendix A).
Unfreezing, the first step in the Change Theory, occurs when an individual
overcomes a counterproductive habit. Unfreezing occurs when there is an increase in
driving force and a decrease in restraining force. Change, the second step in the Change
Theory, involves the journey of changing either a thought, feeling, behavior, or a
combination of the three, to become liberated. Refreezing, the final step in the Change
Theory, occurs when the change becomes a habit.
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Lewin’s Change Theory was applied to this DNP project because the project’s
goal was to increase participants’ awareness of ACEs in anticipation of a change in the
practice of screening for ACEs. Through education, a change may result in the
consistency, or habits, of providers and medical staff to implement screenings for ACEs
in the primary care setting (Petiprin, 2016).
Goals, Objectives and Expected Outcomes
The primary goal of this DNP project was to implement an educational program
about adverse childhood experiences (ACEs) for providers and staff at a primary care
clinic with the anticipated outcome of increased numbers of ACEs screenings performed.
The objectives of this DNP project were to (1) increase participants’ knowledge of what
ACEs are, (2) increase participants’ knowledge about the impact and significance of
ACEs, (3) increase participants’ knowledge about the importance of screening for ACEs,
(4) introduce participants to a clinical decision tool for identifying candidates for
screening, and (5) train participants in the implementation and scoring of an ACEs
screening questionnaire. The expected outcomes of this DNP project were an increase in
provider and staff knowledge about ACEs, the importance of screening for ACEs, and
future implementation of a practice protocol for ACEs screenings in the primary care
clinic after participation in the educational offering.
Project Design
The project design was a mixed-method, practice intervention, and educational
program. The DNP student completed a needs assessment survey (see Appendix B) by
surveying potential program participants. Potential program participants included any
medical doctor, nurse practitioner, licensed practical nurse, medical assistant, or
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administrative staff of the clinic. The purpose of the needs assessment was to determine
the overall need of the project. The DNP student developed an online educational course
with a primary focus on education about ACEs, the impact and significance of ACEs, the
importance of screening for ACEs, identifying patients to screen for ACEs, how to
administer an ACEs screening questionnaire, and how to score an ACEs screening
questionnaire.
Medical doctors, nurse practitioners, licensed practical nurses, medical assistants,
and administrative staff had the opportunity to learn about ACEs through this educational
session lasting approximately one hour. Advertisement for the session began on October
16, 2020 with fliers (see Appendix C) being placed in the employee breakroom and in the
front office. A recruitment letter (see Appendix D) was also handed out to each potential
candidate in person by the DNP student. The educational session was offered online
through a website designed by the DNP student from October 16, 2020 through March
16, 2021. Participants participated from home using personal computers or had the option
of completing the course at one of the clinic computers. Program participation was
voluntary and an informed consent release (see Appendix E) was collected via electronic
submission prior to participation. During this educational session, a combination of
videos, PowerPoint presentations, and participant hand-outs were used to educate about
ACEs. Hand-outs of an ACEs Survey (see Appendix F) and clinical decision tool (see
Appendix G) were printed and available at the clinic for all participants. Before accessing
the educational session online, participants were asked to complete a pre-test (see
Appendix H) linked within the educational course to assess their level of knowledge
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about ACEs. The same test was given as a post-test (see Appendix I) after the session
was complete.
An analysis of the data was used for program evaluation. An anonymous posteducational program participation survey (see Appendix J) was also available. Comments
from the participation survey were evaluated and analyzed for thematic deductions. A
demographics questionnaire (see Appendix K) was administered at the end of the
educational session. A pre-test and post-test comparison were conducted to determine if
there was an increase in knowledge level for providers, nurses, medical assistants, and
administrative staff about ACEs. The participants’ intent to implement ACEs screenings
in future practice was assessed on the post-course evaluation survey.
Inclusion criteria included any participants who consented to participate and were
full-time, part-time, or PRN medical doctors, nurse practitioners, medical assistants,
nurses, and administrative staff employed at the clinic. Exclusion criteria included
anyone who was not a medical doctor, nurse practitioner, medical assistant, nurse, or
administrative staff of the clinic and anyone who did not voluntarily consent to the
educational session.
Project Site and Population
The setting for this project was a rural primary and urgent care office. The
services offered at this site included primary care, urgent care, radiology, lab work,
suturing, and sports physicals. The community had 21,287 people as of July 1, 2019. The
median household income in 2018 was $33,688/year (U.S. Census Bureau, 2019).
Participants in this project were those who met the inclusion criteria and consented. The
DNP student was the facilitator of the project.
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Setting Facilitators and Barriers
Barriers influencing this project included time restraints and willingness of
participants to participate in the educational session. In anticipation of this barrier, the
educational session was offered online for participants to participate at a suitable time
and location. The session was also limited to approximately one hour. Other barriers
might have possibly included a lack of access to a computer at home and unstable or lack
of internet connection. In anticipation of this barrier, the option to use the clinic’s
computer or internet access was offered to participants.
Implementation Plan and Procedures
Agency approval and support (see Appendix L) were obtained from the clinic’s
administrative team prior to project implementation. The educational program was
divided into three parts. Part one of the educational program involved increasing
awareness about what ACEs are and the impact and significance of ACEs. Part one was
sourced from the Centers for Disease Control and Prevention (CDC) website. The
educational program is entitled Preventing Adverse Childhood Experiences, and
participants completed “Module 1: ACEs Overview” (Centers for Disease Control and
Prevention, 2018). After completing part one of the educational program, participants
moved on to part two. Part two involved increasing participants’ knowledge about the
importance of screening for ACEs and training participants on the recommended way to
screen for ACEs. Part two is called Screening for Adverse Childhood Experiences and
Trauma (see Appendix M), and was developed by Meryl Schulman and Alexandra Maul
from the Center for Health Care Strategies. Part two was sourced directly from the Center
for Health Care Strategies website (Schulman & Maul, 2020). After completing part two
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of the educational program, participants moved on to part three. Part three involved
educating participants on interpretation of ACEs results and recommended actions. In
part three, participants received training about clinical decision tools and ACEs-related
health outcomes associated with high ACEs scores. These clinical support materials were
sourced directly from ACEs Aware (ACES Aware, 2020).
Three decision trees were implemented to facilitate screening and treatment for
ACEs. The first decision tree is called the Adult ACE Screening Clinical Workflow (see
Appendix N) and outlines how to screen the adult patient for ACEs. The second decision
tree is called Adverse Childhood Experiences (ACEs) and Toxic Stress Risk Assessment
Algorithm (see Appendix O) and guides screeners on patient interventions based on low
risk, intermediate risk, or high-risk ACEs scores. Interventions include education about
ACEs, appropriate support services, or referral to mental health treatment. The third
document is ACE-Associated Health Conditions: Adults (see Appendix G) and details
health outcomes associated with ACEs. This document can be used to determine which
adult patients need priority screening for ACEs. A guide of local mental health resources
(see Appendix P) was printed and placed in the providers’ office, the nurses’ station, and
the front desk for convenient access for appropriate referral options.
Measurement Instruments
The following instruments were used to measure the outcomes of this DNP
project: 1) needs assessment (see Appendix B), 2) demographic data (see Appendix K),
3) pre-test (see Appendix H), post-test (see Appendix I), and 4) program evaluation
feedback (see Appendix J).
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A verbal interview was conducted by the DNP student with a random selection of
potential participants to determine the need for the project through a needs assessment
(see Appendix B). A demographic data survey (see Appendix K) was administered to
participants after the educational session to gather demographic data. This data included
age, gender, position within the clinic, and professional experience. A pre-test (see
Appendix H) and a post-test (see Appendix I) were administered to participants about
ACEs to determine if there was an increase in scoring after course completion. Six
questions from the test were replicated directly from the CDC website from the
Preventing Adverse Childhood Experiences post-test. Four questions were developed
from Screening for Adverse Childhood Experiences and Trauma and were related to the
importance of screening for ACEs and how to screen for ACEs (Schulman & Maul,
2020). Participants were administered a post-educational course survey (see Appendix J)
to gain feedback on the course itself and insights gained from participating in the course.
Data Collection Procedures
Pre-Intervention
Before project implementation, the DNP student completed a needs assessment
through face-to-face interviews (see Appendix B) with potential program participants.
Participants completed a pre-test (see Appendix H) online through Microsoft Forms. The
participants submitted their results on Microsoft Forms by clicking the submit button at
the end of the pre-test (see Appendix H). The results were sent directly to the DNP
student’s email address from Microsoft Forms.
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Intervention
Participants completed an online educational session developed by the DNP
student about ACEs’ impact and significance, the importance of screening for ACEs,
identifying patients to screen for ACEs, and administering and scoring an ACEs
screening questionnaire.
Post-Intervention
Participants completed a post-test (see Appendix I) online through Microsoft
Forms. The participants submitted their results on Microsoft Forms by clicking the
submit button at the end of the post-test (see Appendix I). The results were sent directly
to the DNP student’s email address from Microsoft Forms. Participants also filled out a
post-survey evaluation (see Appendix J) and a demographics questionnaire (see
Appendix K). The post-survey evaluation (see Appendix J) and demographics
questionnaire (see Appendix K) results were sent directly to the DNP student’s email
address from Microsoft Forms.
Data Analysis
Needs Assessment
Nine people participated in the needs assessment. These included one medical
doctor, one nurse practitioner, one licensed practical nurse, three medical assistants, and
three administrative staff members (see Appendix B). Out of those surveyed, none
reported being familiar with the term ACEs, seven people were unaware there was a
connection between ACEs and chronic disease, and nine people were willing to
participate in an educational course about ACEs.
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Pre-Test and Post-Test Results
The data was downloaded to the DNP student’s personal computer for analysis
and was analyzed by the DNP student. The quantitative data were analyzed by comparing
the pre-test (see Appendix H) and post-test (see Appendix I) scores. Analysis of the
results was conducted using a paired, two-tailed, t-test. A two-tailed, t-test is used to
analyze the difference in the same group at two different points in time (pre-test and posttest). Microsoft Excel was used to analyze the percentage of correct answers on the pretests (see Appendix H) compared to the percentage of correct answers on the post-tests
(see Appendix I) by utilizing the Analysis ToolPak add-in feature.
The significance level was set at the standard, p≤0.5. The hypothesized mean
difference was set at 0. The mean pre-test (see Appendix H) score of participants was
6.857. The mean post-test (see Appendix I) score of participants was 7.286. There was a
total of seven participants in the project. Two participants had no change in pre-test (see
Appendix H) and post-test (see Appendix I) scores. Two participants decreased pre-test
(see Appendix H) and post-test (see Appendix I) scores. Three participants had an
increase in pre-test (see Appendix H) and post-test (see Appendix I) scores; however,
these results, paired t(6) = 0.43, p = 0.68, were not found to be statistically significant.
The small sample size is a limitation of this study (see Appendix Q for results).
Participant Demographics
One medical doctor, one nurse practitioner, and five medical assistants
participated in the DNP project. Three participants had 1-5 years of professional
experience. Two participants had 5-10 years of professional experience. One participant
had 10-15 years of professional experience. One participant had 20+ years of professional
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experience. One participant previously had heard of ACEs before participating in the
training, while six participants had never previously heard about ACEs before
participating in the training. Four participants were between the ages of 31-40 years old.
Two participants were between 31-40 years old. One participant was between 41-50
years old. Two participants’ highest level of education was a high school diploma. Three
participants’ highest level of education was an associate’s degree. Two participants’
highest level of education was a master’s degree. One participant was male, while the
other six participants were female.
Participants with a higher level of education and participants with a higher level
of professional experience tended to have higher scores on their pre-test (see Appendix
H) compared with participants who had a lower level of education and lower level of
professional experience. Due to only one male participating in the project, the role of
gender is unable to be determined. Age of participants did not seem to affect project
scores (see Appendix R for demographics information).
Program Evaluation Feedback
A mean score of 4.43 on a 5-point Likert scale was obtained specific to the
statement, “The course helped me understand the subject matter”. A mean score of 4.85
was obtained specific to the statement, “The course encouraged me to think critically”. A
mean score of 4.43 was obtained specific to the statement, “I learned a great deal in this
course”. The overall mean course rating was 5. All participants indicated they intend to
apply the knowledge gained through the course to identify patients for ACEs screenings.
Forty-two percent of participants indicated they intend to implement ACEs questionnaire
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screenings into their practice due to the course (see Appendix S for program evaluation
feedback).
The qualitative data were evaluated for thematic occurrences. Several participants
identified that the course was “informative,” “thorough,” and “easy to understand” when
asked what they liked most about the course. When asked how the course could be
improved, one participant identified “easier navigation on the webpage,” and another
participant suggested more questions on the pre-test and post-test. When asked what the
most valuable aspect of the course was, participants identified “learning about the ACEs
screening tools,” “the description of ACEs and what triggers them,” and “learning how
childhood experiences translate into adult mental behaviors and habits.” Additional
comments revealed self-identification of ACEs in participants, personal intent to seek
care for themselves, and awareness of potential ACEs in their children’s lives. Overall,
the feedback was positive with an increase in understanding about ACEs.
Cost-Benefit Analysis/Budget
There were minimal expenses associated with this DNP project, which were the
responsibility of the DNP student. There were no financial costs to participants for
participation in the program. Participants were asked to devote approximately one hour
for the educational session. Time was also needed from the DNP student who developed
the educational program, advertised the program, and analyzed the data. Because the
educational session was being offered online, there was no loss of revenue to the clinic
for staff participating in the project.
Screening for ACEs can decrease healthcare costs of chronic conditions, rehab
expenses related to substance abuse, and mental healthcare. It is currently unknown how
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much healthcare costs can be saved by screening for ACEs. However, in California alone,
annual healthcare costs related to ACEs and toxic stress cost $112.5 billion.
Approximately $10.5 billion annually is directly related to ACEs and $102 billion is due
to disability, premature death, and other burdens of disease (Powers, 2020). An estimated
$31.3 billion is spent on chronic disease every year in Alabama (Fight Chronic Disease,
2020).
Timeline
The project was approved by Jacksonville State University DNP faculty on
September 14, 2020. JSU DNP Project Proposal Evaluation and Review Committee
(PERC) approval was obtained on October 2, 2020. JSU Institutional Review Board
(IRB) approval (see Appendix T) was obtained on October 15, 2020. Advertising began
on site at the clinic on October 16, 2020. A flyer (see Appendix C) was placed on the
bulletin board located in the staff break room and the bulletin board located in the front
office. Participants were recruited through advertising from the fliers and invitations from
the DNP student at the clinic through participant recruitment letters (see Appendix D).
The needs assessment (see Appendix B) was conducted on October 16, 2020. The
educational session was offered from October 16, 2020 to March 16, 2021. The data from
the pre-test (see Appendix H) and post-test (see Appendix I) was collected at the end of
the 5-month time period. After completing the five months, all data were analyzed and
compared to determine if there was an increase in knowledge level about ACEs. The final
data analysis occurred on March 27, 2021 (see Appendix U for timeline).
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Ethical Considerations/Protection of Human Subjects
JSU IRB approval was obtained before initiating the DNP project (see Appendix
U). Ethical concerns to consider with this DNP project included potential participant
discomfort with education and participant reluctance to participate based on personal
experiences of adverse childhood events in childhood. Participation was voluntary and
individuals were advised in writing that they may discontinue at any time without
penalty. There were no participant identifiers on the anonymous pre-tests or post-tests.
The data from the pre-tests (see Appendix H), post-tests (see Appendix I), post-course
survey (see Appendix J), and demographics questionnaire (see Appendix K) was housed
on the DNP student’s personal laptop that only the DNP student had access to. The laptop
is password protected and up-to-date on anti-virus software. A risk associated with this
project was the possibility that a participant may be reluctant to complete the educational
program or screen for ACEs based on their personal bias or personal experiences with
adverse childhood experiences. Training related to abuse can trigger strong emotions
about personal experiences. In anticipation of this possible risk, support options were
offered at the end of the educational session, such as recommendations on local support
groups and counseling. Benefits of this project and completion of the training by
participants were increased awareness for ACEs by educating providers, medical
assistants, and administrative assistants about ACEs, the importance of screening for
ACEs, how to identify candidates for ACEs screenings, how to properly screen for ACEs,
and how to interpret the results.
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Discussion
The significant unexpected finding of this project was the self-identification of
ACEs in participants and their children. Multiple participants gave feedback on the postcourse survey (see Appendix J) identifying probable ACEs in their lives and in the lives
of their children. Participants also stated intent to seek care for themselves and their
children for ACEs. Self-identification of ACEs likely occurred because once a person is
aware of ACEs and the impact ACEs have on health and chronic disease, it is easier to
identify these themes and patterns in themselves or the lives of those around them. Once
a person understands the impact of ACEs, it will often drive them to seek the appropriate
care for themselves and those around them. This is significant to the overall study
because it shows how education about ACEs promotes improvement of health outcomes.
The project’s potential limitations and weaknesses include small sample size and
sensitivity of the subject matter for participants. Recruiting participants to participate in a
non-mandatory educational course proves challenging. The small sample size is the
greatest limitation in the study. The sensitivity of the subject matter may have kept some
potential participants from participating, or actual participants from being authentic in
their questionnaires. In retrospect, the project planner realizes the small sample size and
sensitivity of the subject matter may negatively affect the validity of the study. Additional
research is needed to evaluate the impact of education about ACEs.
The principal implications of the project support the fact that education increases
awareness about ACEs and the intent to screen for ACEs in future practice. This finding
is important because screening for ACEs begins with education about ACEs. Education
about what ACES are, the impact of ACEs, how to screen for ACEs, and how to interpret
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an ACEs score is the first step in increasing screening for ACEs in the primary care
setting. This finding supports a broader understanding of the research problem because it
links education to increased knowledge about ACEs. Recommendations for further
research could include expanding this project to other local primary care offices.
Participants at other local primary care offices could participate in the educational course
and expand their knowledge of ACES, with the final goal being improvement in patient
outcomes due to screening for ACEs. Knowing a patient’s ACEs score provides a better
understanding of the patient’s overall health.
The sustainable product, if approved by agency administration, would be an
online educational course focusing on ACEs provided by the primary care agency where
the project was implemented. The online educational course would include education
about what ACEs are, the impact of ACEs, how to screen for ACEs, and how to interpret
an ACEs score. The educational course could be offered as part of the agency’s
onboarding process as a mandatory education module. In addition to the educational
course, the ACEs screening decision tree (see Appendix G), clinical workflow tree (see
Appendix N), and the ACEs score decision tree (see Appendix O), if approved by agency
administration, could be implemented as part of the triage and practice process for
primary care patients performed by the medical assistants, nurses, or providers,
depending on the tool. With an increase in the number of ACEs screenings being
performed, the anticipated outcome would be improved patient morbidity and mortality.
Conclusion
Adverse childhood experiences (ACEs) are present in approximately 60% of the
adult population in the United States. Although the prevalence of ACEs has been linked
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to chronic disease, there is little screening being done for ACEs in the adult population.
Over forty chronic diseases have been linked to ACEs in current research. The effects of
ACEs in adulthood can be treated, but screening for ACEs must be completed before
treatment can be offered. Research suggests every adult patient should be screened for
ACEs at least once in their lifetime, but lack of awareness about ACEs hinders this
recommendation from being performed. Primary care is the ideal setting to screen
patients for ACEs and refer to the appropriate channels. Education about the importance
of screening for ACEs, identifying candidates for ACEs screenings, properly screening
for ACEs, and interpreting the results of ACEs scores is imperative to improve screening
for ACEs in the primary care setting.
The purpose of this project was to implement an educational program about
adverse childhood experiences (ACEs) for providers and staff at a primary care clinic,
and to ultimately increase the number of ACEs screenings being performed. Observations
drawn from this project support the fact that education about ACEs increases awareness
about ACEs. Additionally, increased education was associated with intent to screen for
ACEs in future practice. Implementing an educational course about ACEs for providers
and staff in primary care may improve awareness about ACEs, screening for ACEs, and
treatment for ACEs. With appropriate ACEs screenings, patients can have improved
outcomes and a better quality of life.
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APPENDIX A
Lewin’s Change Model

Visual Paradigm. (2020). Lewin's Change Model Example: Lewin Change Model
Template. Retrieved from https://online.visualparadigm.com/diagrams/templates/lewins-change-model/lewin-change-modeltemplate/

26

APPENDIX B
Needs Assessment Form
1. Are you familiar with the term "Adverse Childhood Experiences (ACEs)"?
2. Are you aware of the connection between ACEs and chronic disease/mental
health problems/substance abuse?
3. Would you be willing to attend an online educational course to learn about the
impact of ACEs on health outcomes?
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APPENDIX C
Advertisement Flyer
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APPENDIX D
Participant Recruitment Letter
September 18, 2020
Southern Immediate Care
4100 McClellan Blvd.
Anniston, AL 36201
Dear Colleague:
I am writing to let you know about an opportunity to participate in a research project
designed to bring awareness to adverse childhood experiences (ACEs). This study will
evaluate the effectiveness of an online educational session discussing what ACEs are,
how ACEs relate to chronic disease, and the importance of screening for ACEs. The
online educational session will be offered from October 9, 2020 to October 30, 2020 and
will last approximately one hour. A flyer with details about the event is posted in the
employee break room and in the front office.
A survey will be completed by participants and collected at the beginning of the
workshop. The same survey will be re-administered after program participation. This
brief, 10 question survey will be used to measure the difference in scores from pre-test
and post-test course participation. The data collected from these surveys will be used for
student research purposes to determine if the educational program results in an increased
level of awareness and future intent to implement ACEs screenings in future practice.
You are being invited to participate in this project because you are an employee
employed at the site of implementation. Your name was provided by the office manager
as a potential participant, and no other private information other than your name was
shared.
You may opt out of further contact at any time. Agreement to be contacted or a request
for more information does not obligate you to participate in this study. If you have further
questions about this project, you may contact the project planner listed below.
Thank you for considering participation in this practice improvement opportunity. Please
contact me with any questions.
Kayla Wright, MSN, CRNP, FNP-BC
Jacksonville State University
700 Pelham Rd. N.
Jacksonville, AL 36265
kwright1@stu.jsu.edu
256-689-9137
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APPENDIX E
Informed Consent Form
Please read this consent agreement carefully before agreeing to participate in this
project.
Title of project: Increasing Staff Awareness about Adverse Childhood Experiences and
Screening at a Primary Care Clinic
Purpose of the project: The aim of this practice intervention project is to increase the
awareness about adverse childhood experiences (ACEs).
Location of project: Southern Immediate Care/Remote Homes
What you will do in this project: You will complete a brief survey prior to participating
in an educational course that involves a two-part program developed to educate
about ACEs. After the course, you will be asked to complete the same survey
again.
Time Required: The course will last approximately 1 hour.
Risks: Sensitive material about ACEs could trigger strong emotional responses about
personal experiences.
Benefits: You will acquire knowledge about ACEs, the importance of screening for
ACEs, and how to screen for ACEs. This knowledge may improve patient
outcomes related to chronic disease and substance abuse.
Confidentiality: Your participation in this project will remain confidential, and your
identity will not be stored with data collected. Results will be reported in a group
format only.
Participation and Withdrawal: Your participation in this project is completely
voluntary, and you may withdraw from the project at any time without penalty.
Contact: If you have questions about this project, please contact Kayla Wright,
kaylanwright1992@yahoo.com, or phone: 256-689-9137.
Agreement: The purpose of this project has been sufficiently explained, and I agree to
participate in this project. I understand I am free to withdraw at any time without
incurring any penalty.
In signing this agreement, I also affirm that I am at least 18 years of age or older.
Signature: ___________________________________________Date: ____________
Name (print): _________________________________________________________
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APPENDIX F
ACEs Questionnaire

Wheeler, G. (2018). The Anna Institute. Retrieved from https://www.theannainstitute.org/
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APPENDIX G
ACEs Screening Decision Tree

ACES Aware. (2020). ACE Screening Clinical Workflows, ACEs and Toxic Stress ...
ACEs Aware. California Department of Health Care Services. Retrieved from
https://www.acesaware.org/wp-content/uploads/2019/12/ACE-ClinicalWorkflows-Algorithms-and-ACE-Associated-Health-Conditions.pdf

32

APPENDIX H
Adverse Childhood Experiences Pre-Test
Question 1: Which of the following is the most accurate definition of Adverse Childhood
Experiences (ACEs)?
a. Potentially traumatic experiences during childhood that can have negative, lasting
effects on health and well-being into adulthood
b. Profound changes in a child's brain development that result from environmental
toxins
c. Questionnaires designed to determine a person's risk for developing depression in
adulthood that are administered to teens
d. Traumatic medical experiences in childhood that have profound effects on health
and functioning in later life because of the resulting distrust of the medical
community
Question 2: Which is included as an adverse childhood experience? Select All That
Apply
a.
b.
c.
d.
e.
f.
g.
h.
i.
j.
k.
l.
m.

Physical abuse
Financial hardship
Poor school performance
Sexual abuse
Neglect
Emotional Abuse
Parental divorce
Juvenile detention
Sibling rivalry
Parental alcoholism
Parental depression
Racial discrimination
Being bullied

Question 3: To date, ACEs have been associated with how many negative outcomes?
a.
b.
c.
d.

20
24
32
40+

Question 4: True or False? An ACE score reveals all forms of adversity an individual
experienced as a child.
a. True
b. False
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Question 5: How prevalent are ACEs?
a.
b.
c.
d.

1/4 of adults report at least one ACE
1/3 of adults report at least one ACE
2/3 of adults report at least one ACE
1/8 of adults report at least one ACE

Question 6: True or False? As an individual's ACE score rises, so does their risk for
physical, mental, and behavioral health issues.
a. True
b. False
Question 7: Which of the following negative outcomes have been linked to ACEs?
Select All That Apply
a.
b.
c.
d.
e.

Alcohol abuse
Risky sexual behavior
Poverty
Premature death
Obesity

Question 8: True or False? Some children and families are at greater risk for ACEs than
others.
a. True
b. False
Question 9: A score of ____ or more on an ACEs questionnaire indicates a serious risk
of health disparities.
a. 4
b. 8
c. 2
d. 6
Question 10: True or False? There is only one correct way to screen a patient for ACEs.
a. True
b. False
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APPENDIX I
Adverse Childhood Experiences Post-Test
Question 1: Which of the following is the most accurate definition of Adverse Childhood
Experiences (ACEs)?
e. Potentially traumatic experiences during childhood that can have negative, lasting
effects on health and well-being into adulthood
f. Profound changes in a child's brain development that result from environmental
toxins
g. Questionnaires designed to determine a person's risk for developing depression in
adulthood that are administered to teens
h. Traumatic medical experiences in childhood that have profound effects on health
and functioning in later life because of the resulting distrust of the medical
community
Question 2: Which is included as an adverse childhood experience? Select All That
Apply
n.
o.
p.
q.
r.
s.
t.
u.
v.
w.
x.
y.
z.

Physical abuse
Financial hardship
Poor school performance
Sexual abuse
Neglect
Emotional Abuse
Parental divorce
Juvenile detention
Sibling rivalry
Parental alcoholism
Parental depression
Racial discrimination
Being bullied

Question 3: To date, ACEs have been associated with how many negative outcomes?
e.
f.
g.
h.

20
24
32
40+

Question 4: True or False? An ACE score reveals all forms of adversity an individual
experienced as a child.
c. True
d. False
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Question 5: How prevalent are ACEs?
e.
f.
g.
h.

1/4 of adults report at least one ACE
1/3 of adults report at least one ACE
2/3 of adults report at least one ACE
1/8 of adults report at least one ACE

Question 6: True or False? As an individual's ACE score rises, so does their risk for
physical, mental, and behavioral health issues.
c. True
d. False
Question 7: Which of the following negative outcomes have been linked to ACEs?
Select All That Apply
f.
g.
h.
i.
j.

Alcohol abuse
Risky sexual behavior
Poverty
Premature death
Obesity

Question 8: True or False? Some children and families are at greater risk for ACEs than
others.
c. True
d. False
Question 9: A score of ____ or more on an ACEs questionnaire indicates a serious risk
of health disparities.
e. 4
f. 8
g. 2
h. 6
Question 10: True or False? There is only one correct way to screen a patient for ACEs.
c. True
d. False
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APPENDIX J
Post-Educational Course Survey
For questions 1-4, please rate 1 through 5 with 1 being strongly disagree and 5 being
strongly agree. For questions 5-8, please fill in the blank with free text.
1. The course helped me understand the subject matter.
1

2

3

4

5

2. The course encouraged me to think critically.
1

2

3

4

5

3. I learned a great deal in this course.
1

2

3

4

5

4. Overall course content rating.
1

2

3

4

5

5. What did you like most about the course?

6. What aspects of the course should be improved?

7. What part of the course do you think may be particularly valuable?
8. Do you intend to apply the knowledge gained through this course to identify
patients for ACEs screenings?
9. Do you intend to implement ACEs questionnaire screenings into your practice as
a result of this course?
10. Please list additional comments and/or suggestions.
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APPENDIX K
Demographic Survey of Course Participants
Your responses will be used for demographic data collection and reporting purposes only.
Thank you for your time.
1. Please indicate your current position within the organization:
a. Medical doctor
b. Nurse practitioner
c. LPN
d. Medical assistant
e. Administrative staff
f. Other
2. How many total years of professional experience do you have?
a. 1-5 years
b. 5-10 years
c. 10-15 years
d. 15-20 years
e. 20+ years
3. From the time you entered your professional career until now, have you ever
participated in adverse childhood experience related training?
a. Yes
b. No
4. How old are you?
a. 20-30 years old
b. 31-40 years old
c. 41-50 years old
d. 51-60 years old
e. Over 60 years old
5. What is your highest educational level?
a. Associates degree
b. Bachelor’s degree
c. Master’s degree
6. Please select your gender:
a. Male
b. Female
c. Prefer not to answer
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APPENDIX L
Agency Approval and Support Letter
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APPENDIX M
Part Two of the Educational Course
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Schulman, M., & Maul, A. (2020, April 20). Screening for Adverse Childhood
Experiences and Trauma. Retrieved from
https://www.chcs.org/resource/screening-for-adverse-childhood-experiences-andtrauma/
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APPENDIX N
Clinical Workflow Tree

ACES Aware. (2020). ACE Screening Clinical Workflows, ACEs and Toxic Stress ...
ACEs Aware. California Department of Health Care Services. Retrieved from
https://www.acesaware.org/wp-content/uploads/2019/12/ACE-ClinicalWorkflows-Algorithms-and-ACE-Associated-Health-Conditions.pdf.
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APPENDIX O
ACEs Score Decision Tree

ACES Aware. (2020). ACE Screening Clinical Workflows, ACEs and Toxic Stress ...
ACEs Aware. California Department of Health Care Services. Retrieved from
https://www.acesaware.org/wp-content/uploads/2019/12/ACE-ClinicalWorkflows-Algorithms-and-ACE-Associated-Health-Conditions.pdf.
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APPENDIX P
Local Mental Health Options for ACEs Referrals
Inpatient Care:
Regional Medical Center’s Behavioral Health Program
400 E. 10TH St.
Anniston, AL 36207
(256) 235-5121
Outpatient Psychiatric Care:
Highland Health Systems
331 E. 8th St.
Anniston, AL 36207
(256) 236-3403
Grayson & Associates
801 Noble St.
Anniston, AL 36201
(256) 770-4083
Counseling Services:
Garrett Counseling
1215 Jackson’s Way SW.
Jacksonville, AL 36265
(245) 239-5662
Stepping Stones to Success Counseling
1525 Leighton Ave. Ste. B
Anniston, AL 36207
(256) 624-6571
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APPENDIX Q
Data Analysis
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APPENDIX R
Participant Demographics Information
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APPENDIX S
Program Evaluation Feedback Information
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APPENDIX T
IRB Approval Letter

55

APPENDIX U
Project Timeline

Summer 2020

Fall
2020/Spring
2021

Spring/
Summer 2021

• Obtain university project approval
• Obtain preceptors and mentors
• Begin project design

• Obtain university and organization IRB approval
• Finalize project method and design
• Start recruitment process for participants

• Begin project implementation
• Analyze data and results from project
• Present findings
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